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background: Hypertrophic obstructive cardiomyopathy (HOCM) can lead to left ventricular outflow tract obstruction and arrhythmias. The mainstay 
of therapy is volume challenge, beta blockade and increased afterload.
case:  A 55-year-old male with HOCM presented after a witnessed ventricular fibrillation arrest. His past medical history included HIV infection with 
last CD4+ count> 500. Physical examination revealed an elevated jugular venous pressure; his extremities were cool and mottled. His mean arterial 
pressure was in the 40s. Prior to this admission, a recent cardiac MRI had shown asymmetric septal hypertrophy (ASH) of the left ventricle with 
septal thickness 27mm, multiple sites of delayed gadolinium enhancement as well as right ventricular hypertrophy.
Decision-making:  Based on physical exam, he appeared to have elevated intracardiac filling pressures and poor cardiac output so additional 
hemodynamic assessments were obtained. Echocardiography showed severely decreased biventricular function, a plethoric inferior vena cava and 
pseudonormalization pattern. Despite the decreased ejection fraction, there was an intracavitary gradient present. We appreciated the challenge 
of using positive ionotropic agents in such a patient who was at risk for recurrent ventricular arrhythmias or worsening obstruction, especially from 
the ASH Therefore, we elected to induce mechanical dyssynchrony of the septum by placing a transvenous pacemaker to decrease dynamic outflow 
tract obstruction. In addition, a retained pulmonary artery (PA) catheter was placed to guide therapy. Right heart catheterization revealed a right 
atrial pressure of 24 mmHg, a pulmonary capillary wedge pressure of 30 mmHg and a cardiac index of 1.4 L/min/m2. Despite improvement in his 
hemodynamics with our interventions, he had poor neurologic recovery and the decision was made by his family to withdraw care.
conclusion: This case demonstrates the challenge of treating cardiogenic shock in a patient with asymmetric septal outflow tract obstruction. In 
such instances, ventricular dyssynchrony by transvenous pacemaker and an indwelling PA catheter may offer clinical utility.
